A questionnaire study of mothers' views of the antenatal care provided in Belfast showed general satisfaction. Retrospective examination of their charts however showed in some cases that insufficient attention was paid to the medical and obstetric history in the selection of type of care made by the women and their doctors. Some women with high risk factors were booked for shared care and some patients at low risk were booked for total hospital care. The reasons for this are unclear. The mothers felt that continuity of care and communication at the health centre were better than at the hospital. Analysis of the number of hospital attendances showed that shared care patients appeared to be making an excessive number of visits to hospital. Many total hospital care patients also admitted that they were attending their general practitioners. There appeared to be marked duplication of effort as a result of poor communication between patient, general practitioner and hospital. Alternative ideas for care are suggested -a more integrated system for sharing antenatal care, and the development of general practitioner units within the specialist obstetric hospital.
INTRODUCTION
Obstetric practice in Belfast has undergone major changes in the recent past, the more important being the closure of all the general practitioner maternity units and the subsequent transfer of all confinements to specialised hospital obstetric units. General practitioners, however, continue to provide antenatal and postnatal care in a shared care system. Patients are able to choose the type of care they wish to have -total hospital care, shared antenatal care or private care -but should expect medical advice in making the choice. This study was undertaken to examine the different types of antenatal care provided in Belfast health centres and maternity hospitals, to look at the reasons for a particular choice being made and to assess the opinions of a sample of women on the present types of care available. It was part of a larger study mainly looking at health education topics.1 -4 asked to identify all their pregnant patients from July 1982 and 70 per cent were randomly selected in order to produce a sample size of 500 patients. Permission for inclusion in the study was obtained prior to interview. The obstetricians in the four Belfast maternity hospitals gave permission to the author to make a historical search of the obstetric records 2 -3 weeks after delivery. The fieldwork research assistant (a health visitor, funded by the Friar Fund, Faculty of Medicine, QLIB.) interviewed the patients in their own homes and completed questionnaires after the hospital booking visit and again approximately 8-10 weeks following delivery. The information was coded and transferred to punched cards. All data processing and statistical analysis was performed using the Statistical Package for the Social Sciences on the Queen's University ICL 2900 computer. The conventional level of significance (p < 0.05) was used for all statistical comparisons. The chi squared test was used to compare different groups. Of the initial sample of 500 patients, 380 questionnaires were completed. Twenty-nine patients miscarried and twelve questionnaires were never completed because the patients moved away from Belfast during the study. Seventy-nine patients were unwilling to be interviewed. Forty-six of these came from two health centres situated in West Belfast. The remaining thirty -three who were unwilling to be interviewed were evenly distributed among the other nine health centres. Thus there was a potentially substantial response bias. The first report of the Maternity Services Advisory Committee5 identified two categories of medical risk factors. First, those women with a predicted high risk in both pregnancy and labour, (high, high risk). This might have been due to obstetric causes (history of spontaneous abortion, premature labour or low birthweight baby, stillbirth or neonatal death) or medical causes, such as diabetes or hypertension. The Committee suggested that these women needed specialist supervision of pregnancy and labour with delivery in a consultant maternity unit. The second category was women with a predicted high risk in labour (low, high risk), such as those with a small pelvis or multiple pregnancy. They suggested that these women did not need specialist antenatal care throughout pregnancy, but that specialist care should be arranged for the confinement. The final responsibility for the type of care in Belfast rests with the consultant obstetrician after discussion with the patient and possibly the general practitioner. This medical influence on the choice of care should lead one to expect that the majority of low risk patients would have shared care, and higher risk patients total hospital care. The women in this study were placed retrospectively in the above categories according to their past history recorded in their obstetric charts.
RESULTS

Choice of care
Choice of care was defined as the type of care the patient understood she was to have after she had been to the hospital for her initial booking visit. Seventy -seven patients said they were having total hospital care, 290 were having shared care, 12 patients were attending a consultant privately and one patient had arranged to have total GP care. The latter 13 were excluded and the final comparison was confined to the two main groups -total and shared care. When the patients themselves were asked the reason for their choice of care, the majority choosing hospital care said they chose it because it was safer or more convenient; the majority choosing shared care said it was because their GP had suggested it, it was less time consuming or more convenient. Patients themselves did not consider risk factors in the choice. Table I shows the initial choice of care for patients in 'high, high risk', 'low, high risk', and 'low, low risk' groups. There was no significant difference in the choice of care made by the women in the three categories, so that the assumption that selection of care is made on grounds of risk appears to be unsupported in many cases. The type of care actually received by each patient during her pregnancy was assessed retrospectively at the second interview (Table II) . More patients actually received hospital care (105) than had initially chosen it (77). attending their health centres were satisfied with the time allowed for informal discussion and questions and most of them said they were seen on time. Similar results have been found in other studies.6-9 An aim of this study was to examine the reasons why pregnant women made a particular choice of care and what factors might have influenced them. The analysis of these findings leads one to question the system of shared care in Belfast in its present form. There was almost no difference in medical terms between the group of patients having total hospital care and the group having shared care, and the decision to go to the general practitioner or to hospital was based on convenience, time factors and other emotional feelings with only occasional reference to possible risk factors. It is widely accepted that predicting the outcome of pregnancy is extremely difficult,10 but more effort should be made to identify high and low risk patients both from medical and equally important social factors.11 The results of this study suggest that the guidelines recommended in the First report of the Maternity Services Advisory Committee 19825 and in the Baird Report 198012 are not always being followed. Some women at low risk are being booked for total hospital care and then, at subsequent visits, being seen only by midwives when they could equally well be looked after by community midwives and general practitioners. More careful planning could help to reduce the overcrowding of already busy hospital antenatal clinics. Lack of continuity of care in hospital antenatal clinics is a common criticism. The high rate of turn -over of junior hospital doctors and midwives, particularly in teaching hospitals which all these patients attended, sometimes prevents the establishment of good staff/patient rapport, and contributes to the lack of communication. Poor communication is a criticism which can also be directed at many general practitioners in that they often do not include in the referral letter information about the patient which is important for the obstetrician. Co -operation cards, although widely used, contain the minimum of information and are an inadequate form of communication. When shared care patients are admitted to hospital during a routine antenatal appointment and then subsequently taken over by the hospital team, the general practitioner is often not informed. The Royal Maternity Hospital has very recently started to allow its patients to carry their own antenatal records between hospital and general practitioner. It is hoped this will improve communication.
The excessive number of antenatal visits made by shared care patients and the over -subscribing of hospital postnatal clinics is another possible reflection of lack of communication and continuity of care. It could also be a reflection of lack of confidence of obstetricians in the standard of antenatal and postnatal care given by general practitioners.
Although only 10 per cent of patients said they were officially transferred to total hospital care, the amount of visits which some other shared care patients made would suggest that the number was much higher. In general practitioner units where selection policies are strictly adhered to, about 30 per cent of patients are transferred to specialist care.13 14, 15 One major problem is the sheer volume of work which hospitals attract and it has been suggested that many of the criticisms of the service could be met if a proportion of the work could be undertaken elsewhere. A closer examination of the service could lead to significant improvements and greater satisfaction for the women and the professions concerned. There are many financial pressures on the National Health Service and it has been suggested that many improvements could be made by changes in attitude and reorganisation of procedures which do not involve additional expenditure. The obstetrician is a scarce resource; the skills of the consultant team should be devoted primarily to the care of those women in greatest need of specialist advice. There is a need for greater flexibility in the use of the professions who undertake antenatal care. An integrated specialist and general practitioner service such as that described by Zander and colleagues from St Thomas's Hospital Medical School 16 or low risk obstetric care and confinement in a general practitioner maternity unit within a maternity hospital as described by Roseveare and Bull 13 could be considered. The results of this study do not justify criticism of the medical care that individual patients received. There is no evidence here to suggest that certain patients might have done better with a different type of care from the one they received. It is criticism of the way the system is run rather than of the service provided. 
